
















Morbidity and Mortality Weekly Report 








Weekly 





July 25, 2003 / Vol. 52 / No. 29 





Sudden infant death syndrome (SIDS), or the death of an 
infant aged <1 year that remains unexplained after a thor- 
ough investigation”, is the third most common cause of death 
among infants in the United States (/). Sudden, unexplained 
deaths also occur among children aged >1 year; however, the 
number of these deaths is not well documented. Certain cases 
of SIDS and sudden unexplained death beyond infancy might 
be attributable to complications of unrecognized metabolic 
diseases (2-4). Tandem mass spectrometry (tandem MS) can 
be used to screen for several of these disorders (5). Despite the 
low prevalence of these diseases (6), newborn screening for 
these disorders has been found to compare favorably with the 
cost of other screening programs (7). However, the contribu- 
tion of these diseases to early childhood deaths is not well 
understood. To determine the proportion of sudden, unex- 
pected early childhood deaths associated with selected meta- 
bolic diseases, CDC, the Office of the Chief Medical Examiner 
(ME) in Virginia, and a private laboratory conducted a popu- 
lation-based study. This report summarizes the results of the 
study, which indicate that 1% of children had a positive post- 
mortem metabolic screen using tandem MS. Of the eight chil- 
dren with positive screening tests, seven might have had 
improved outcomes had they been identified and treated dur- 
ing the newborn period. The use of tandem MS in newborn 
screening programs could offer an opportunity to prevent early 
childhood mortality. 

The Virginia ME’s records, including available autopsy 
reports, were reviewed for children who died before age 3 years 
during 1996-2001. In Virginia, the deaths of all children who 
die before age 18 months and whose death is attributed to 


SIDS, who die suddenly when in apparent good health, or 


who die when not under the care of a physician must be 








*Including a scene investigation and autopsy 


Contribution of Selected Metabolic Diseases to Early Childhood Deaths — 
Virginia, 1996-2001 


examined by the ME (8). For each child, data were recorded 
on demographics, the cause of death assigned by the ME, and 
the results of metabolic screening using tandem MS and dried 
postmortem blood samples’, if available. Additional medical 
information was collected for each child who had a positive 
metabolic screening result. For children without a screening 
result (32%), an archived, dried postmortem blood spot on 
standard metabolic screening filter paper, if available, was sent 
to an independent reference laboratory (Neo Gen Screening, 
Inc., Bridgeville, Pennsylvania) for testing and interpretation 
(3). Confirmatory molecular testing, if testing was available, 
was performed for each child with a positive screening test. If 
a confirmatory test using postmortem blood was not avail- 
able for an identified disease, an independent biochemical 
geneticist with expertise in tandem MS performed a second- 
ary interpretation of each mass spectrum. 

\ total of 793 (88%) of the 904 children who died before 
age 3 years, whose deaths were investigated by the ME, and 
whose deaths occurred during 1996-2001 were included in 
the analysis. The remaining children were excluded because 
neither postmortem metabolic screening results nor stored 
postmortem blood were available. Among children excluded 


from the study, none had a cause of death listed as SIDS. Of 





landem MS can identity selected disorders of tatty acid oxidation and amino 


icid metabolism in dried postmortem blood samples (3 
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the 793 children included in the study, eight (1%) had a posi- 
tive screening result suggestive of a metabolic disease. Four 
children had screening results that suggested the presence of 
fatty acid oxidation disorders, and four had possible organic 
acidemias. Molecular testing for the most common genetic 
mutation (G985A) seen in medium-chain acyl-CoA dehydro- 
genase deficiency, a fatty acid oxidation disorder, confirmed 
the diagnosis in two children. For the remaining six children 
with positive tandem MS metabolic screens, no confirmatory 
tests using postmortem blood were available. However, their 
mass spectra printouts were confirmed to be indicative of the 
identified disorder by a second independent biochemical 
geneticist specializing in tandem MS who was blinded to the 
previous spectra interpretation 

Sex, race/ethnicity, and age group were not associated with 
having a positive screening result (Table). Five children had 
fatty livers at the time of autopsy; this finding is used occa- 
sionally to identify children for whom postmortem screening 
for these diseases is required. However, three children had 
normal liver pathology. The median age at death of the eight 
children with positive metabolic screens was 7.5 months 
range: 2.0 days—2.7 years). Of these eight children, seven 
might have benefitted from identification by newborn screen 
ing. One child died at age 2 days and would not have benefit 
ted from newborn screening because results would not have 
been available in time to initiate treatment. All of the children 
had medical histories and manners of death that were consis 


1e natural history of these diseases (9). 


TABLE. Number and rate* of children with risk factors for posi- 
tive postmortem metabolic screening tests using tandem 
mass spectrometry among children who died before age 3 
years and whose cases were referred to the Medical Examiner, 
by selected characteristics — Virginia, 1996-2001 


Rate 
Characteristic No Rate ratio (95% Ci') 








Sex 
Male 4 8.4 Referent 


1.5 (0.4—6.4) 


Race/Ethnicity 
White non-nispal j Referent 


Yther 3.2 1.8 (0.4—8.6) 


Age at death 
Referent 
23.8 


165 4 





24 deaths in children aged <3 years 
S exact test 


three 
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Reported by: DH Chace, PhD, TA Kalas, MPH, Neo Gen Screening 
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National Center for Environmental Health 
SA Rasmussen, MD, Div of Birth Defects and Deve lopme ntal 


l aboratory Sciences, 


Disabilitie s National Center on Bu th De fects and De ( lopme Nila | 


MSN 

M Dott, MD, EIS officers, CD( 
Editorial Note: The findings in this report suggest that, dur 
ing 1996-2001, undiagnosed metabolic diseases were con- 
tributing factors in 1% of unexpected deaths in young children 
in Virginia. Postmortem metabolic screening might have iden- 
tified a cause of death for certain children who died unexpect- 
edly. Because three of the children with positive tandem MS 
metabolic screens did not have fat in their livers, performing 
postmortem metabolic disease screening on the basis of 
abnormal liver pathology might not have identified all affected 
children. Approximately 5% of sudden infant deaths might 
be associated with metabolic diseases (2). The postmortem 
identification of affected children should prompt testing of 
siblings who might be affected by the same genetic disorder 
and might benefit from effective interventions. No popula 
tion-based studies of survival have been performed for these 
conditions. Of the eight children with positive tandem MS 
metabolic screening tests, seven might have had improved 
outcomes if they had been identified by newborn screening 
and effective therapy had been initiated in time to prevent 
their deaths. Newborn screening programs considering includ 
ing testing for metabolic diseases that can be detected by tan 
dem MS (5) can use these results to estimate the number of 
children who might benefit from early identification and treat 
ment. 

lhe findings in this report are subject to at least three limi- 
tations. First, no test was available to confirm that six of the 
identified children had the disease suggested by tandem MS 
metabolic screening. However, the predictive value of tandem 
MS metabolic screening using postmortem blood is high for 
the fatty acid oxidation disorders identified (4). The positive 
predictive value of tandem MS metabolic screening for 
organic acidemias has not been established. Second, the con 
tribution of metabolic diseases that can be identified by tan- 
dem MS to unexpected deaths might be underestimated. 
Affected persons sometimes die after age 3 years (9), and these 
persons were excluded from this study. In addition, children 
included in this study died in a manner that caused their deaths 
to fall under the jurisdiction of the Virginia ME; other deaths 
were not studied. All previously healthy children in Virginia 
who died suddenly or of an unknown cause should have been 


referred to the ME and would have been eligible for the study; 


however, a child with an undiagnosed metabolic disease who 
was under the care of a physician and whose death was attrib 
uted to another apparently clear cause (e.g., infection) might 
not have been referred. Finally, the sensitivity and specificity 
of tandem MS using postmortem blood is not known. 

lhe data in this report illustrate one aspect of the natural 
history of the diseases detectable by tandem MS and could be 
useful to programs considering the addition of this technol 
ogy to their newborn screening programs. These programs 
should consider several factors when deciding to add tests for 
metabolic diseases, including the prevalence (6) and natural 
history of the diseases, the availability of effective interven 
tions, the costs and benefits of newborn screening (7), and 


the reliability of available screening technologies (/0 
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Use of Quarantine to Prevent 
Transmission of Severe Acute 
Respiratory Syndrome — 
Taiwan, 2003 


On July 5, 2003, Taiwan was removed from the World 
Health Organization (WHO) list of severe acute respiratory 
syndrome (SARS)—aftected countries. As of July 9, a total of 
671 probable cases of SARS had been reported in Taiwan 
Figure). On February 21, the first identified SARS patient in 
laiwan returned from travel to Guangdong Province, main 
land China, by way of Hong Kong. Initial efforts to control 
SARS appeared to be effective; these efforts included isola- 
tion of suspect and probable SARS patients, use of personal 
protective equipment (PPE) for health-care workers (HCWs) 
ind visitors, and quarantine of contacts of known SARS 
patients (/). However, beginning in mid April, unrecognized 
cases of SARS led to a large nosocomial cluster and subse 
quent SARS-associated coronavirus transmission to other 
health-care facilities and community settings In response 


; 
to the growing epidemic, additional measures were taken to 


limit nosocomial and community transmission of SARS, in- 
cluding more widespread use of quarantine. By the end of the 
epidemic, 131,132 persons had been placed in quarantine, 
including 50,319 close contacts of SARS patients and 80,813 
tray elers from WI 1¢ ) designated SARS-aftected areas | Table). 
his report describes the quarantine measures used in Taiwan 
and discusses the need for further evaluation of quarantine 
and other control measures used to prevent SARS. 
Beginning March 18, persons who had been in close con- 
tact with a SARS patient were quarantined for 10—14 days 


(Level A quarantine) (Figure); initially, quarantine was for 14 


days, but after June 10, the time was changed to 10 days in 


accordance with the incubation period for SARS. Close con 
tact was defined as the following eight types of exposures: 1) 
HCWs who were not wearing PPE when evaluating and/or 
treating a SARS patient; 2) family members who provided 
care for a SARS patient; 3) persons who worked in the same 
office and whose cubicles or work stations were located within 
3 meters (10 feet) of a SARS patient's work area; 4) friends of 
a SARS patient, as deemed appropriate by local health 


authorities; 5) classmates or teachers of a SARS patient who 


FIGURE. Number’ of probable cases of severe acute respiratory syndrome, by date of iliness onset — Taiwan, February 24— 


July 9, 2003 
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Number 
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TABLE. Number of persons quarantined, number of persons with suspect or probable severe acute respiratory syndrome (SARS)"*, and 
percentage of persons quarantined with suspect or probable SARS, by level and reason for quarantine — Taiwan, March—July 2003 





% persons 
quarantined 
with suspect or 
probable SARS 


No. patients 
with suspect 
SARS 


No. patients 
with probable 
SARS 


No. persons 


Level/Reason for quarantine quarantined 





Level A quarantine 
Health-care workers 
Family members 
Co-workers and friends 
Classmates and teachers 


1,751 
6,663 
4,351 
14,919 
Passengers on an airplane who sat in the same row as or adjacent 

three rows from a SARS patient 1 
Other! 18,273 
Discharged suspect and probable SARS patients 1,796 
Missing information 1,186 


Total 50,319 
Level B quarantine 
Travel from SARS-affected areas 


Total 


380 


(OQ 


0.22 


80,813 or 0.03 
131,132 (0.09) 
* Persons with suspect SARS were defined as those who had a temperature of >100.4° F (>38° C) and cough or shortness of breath and, within the 
before onset of symptoms, had one or more of the following contact exposures: 1) close contact with a person with probable or suspect SAR 
of travel to an area with recent local transmission of SARS, or an area with recent local transmission of SARS. Persons witt 
SARS were defined as those having suspect SARS plus one or more of the following: 1) chest radiograph consistent with findings of pneumonia, 
respiratory distress syndrome (ARDS), 3) an unexplained respiratory illness resulting in death, with an autopsy consistent with ARDS and without ¢ 
identifiable cause, or 4) laboratory confirmation, including one or more of the following: two oropharyngeal swab specimens positive by polymerase ¢ 
reaction (PCR) for SARS-associated coronavirus (SARS-CoV), serologic specimen positive by enzyme-linked immunosorbent assay for SARS antibody 
, serologic specimen positive by indirect immunofluorescence antibody for SARS antibody, or any specimen positive by viral culture for SARS-CoV 
Includes passengers and drivers of internal public transportation who traveled for >1 hour in the same bus or train cabin with a SARS patient 
had contact with a person under quarantine wh« ¥f SARS occurred 
Discharged suspect and probable SARS patients isolated for 10 days after their last sympton 
they were monitored by quarantine personne 
Oropharyngeal swab specimens were obtained for 60 patients; five (8%) specimens were PCR positive 
** Oropharyngeal swab specimens were obtained for 32 patients; 15 (47%) specimens were PCR positive 
Oropharyngeal swab specimens were obtained for eight patients; no specimen was PCR positive 
Oropharyngeal swab specimens were obtained for eight patients; one (13 was PCR positive 





10 days 


3) residence in 


received care in a medical facility in which a cluster and homeless 


were required to remain it they were dis 


) specimer 


attended a class for >] hour with the patient; 6) persons who ing to Taiwan for business. Travelers in this category wer 


sat in the same or adjacent three rows from a SARS patient on allowed to conduct business if they wore surgical masks. When 


an airplane flight; 7) passengers and drivers of public trans not conducting business, they were to follow the rules of quar 


portation who traveled for >] hour in the Same bus or train 


antine. 


cabin with a SARS patient; and 8) persons who had contact 


Persons under quarantine were required to stay where they were 


with a person under quarantine who received Care in a medi quarantined; take their temperature two to three times a day; 


cal facility in which a cluster of SARS occurred. Hospital staft 100.4 | 


seek medical attention promptly if they had fever 
48 ¢ 





and patients who had contact with a SARS patient were quat 
antined, usually in a health-care facility. All others were quai 
antined at home. Homeless persons, who often use hospital 
toilet facilities, were asked to go voluntarily to government 
quarantine centers under Level A quarantine. 

During April 28—July 4, travelers arriving on airplane flights 
from WHO-designated SARS-aftected areas were quarantined 
for 10 days (Level B quarantine). Arriving passengers could 
choose quarantine in an airport transit hotel, at home, or at a 
quarantine site designated and paid for by their employer. If 
these options were not available, the traveler was quarantined 
at a government quarantine center located at military bases. 
On June 9, quarantine regulations were eased for staff of Tai 


wanese companies based in mainland China who were return 


cough, shortness of breath, or other respiratory 
symptoms; cover their nose and mouth with tissue paper when 
coughing or sneezing; and wear surgical masks when around 
other persons and outside the quarantine site. They were not 
allowed to use public transportation, visit hospitalized patients, 
or visit crowded public places. Persons under Level A quaran 
tine could leave the quarantine site only for activities deemed 
necessary by local health authorities; meals were delivered. 
Persons under Level B quarantine were allowed to leave the 
quarantine site to seek medical attention, exercise in an open 
area, purchase meals, dispose of garbage, and perform other 


\ll 


outdoor trips were recorded to facilitate possible future inves 


activities deemed necessary by local health authorities. 


tigations. Failure to comply with quarantine regulations, 
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ion was punishable by fines of U.S 


persons unac 


servants 


} 
rmistration of ill 


Oropharyngeal swab specimens were obtained from 68 


0%) of 88 patients with suspect SARS (Table); five (7.0%) 


specimens tested POSITIVE by polymerase chain reaction | P¢ R). 


Oropharyngeal swab specimens were obtained from 40 
(88.0%) of 45 patients with probable SARS: 16 (40.0%) 


specimens were PCR positive 


Reported by: A//. / 
vi Yeh, MD 
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the separation and or restriction 


Editorial Note: Quarantine, 
of movement of persons who are not ill but are believed to 


have been exposed to infection to prevent transmission of dis 
ases, was developed in the 14th century but has been imple 
mented rarely on a large scale during the past century (3,4 
lhe SARS pandemic has demonstrated that governments and 
Ith officials might 


public hea 
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1 USC Qual intine asa public health 
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performed to determine the appropriate role of each inter 
vention in response to future outbreaks. 
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Progress Toward Poliomyelitis 
Eradication — Afghanistan and 
Pakistan, January 2002-May 2003 


Since 1988, when the World Health Assembly resolved to 
eradicate poliomyelitis worldwide (/), the number of coun 


tries in which polio is endemic has decreased from 127 to 


?) These two 


seven, including Afghanistan and Pakistan (2 
countries are considered one epidemiologic block because of 
their geographic proximity, frequent cross-border population 
movement, and the presence of genetically similar wild polio- 
virus (WPV) lineages. Although polio remains endemic in 
both countries, progress in interrupting poliovirus transmis 
sion has been substantial (3). This report describes intensified 
polio eradication activities in Afghanistan and Pakistan dur 
ing January 2002—May 2003, summarizes progress made, and 
highlights the remaining challenges to interrupting poliovi- 


rus transmission. 


Routine Vaccination 

In 2002 in Afghanistan, reported national routine vaccina 
tion coverage of infants aged <12 months with 3 doses of oral 
poliovirus vaccine (OPV) was 48% (range: 6% |Urozgan 
84% |Nagarhar]) (Ministry of Health, unpublished data, 
2003). In 2002 in Pakistan, coverage was 71% (Ministry of 


Health, unpublished data, 2003). 


Supplementary Immunization Activities 
Since 2000, Afghanistan and Pakistan have conducted fre 
quent supplementary immunization activities (SIAs) that use 
house-to-house vaccine delivery, including at least four rounds 
of national immunization days (NIDs)* and three rounds of 
sub-NIDs (SNIDs)* annually. Areas targeted for SNIDs are 


those In which various factors \¢.2., surveillance results, 









Penevcic sequencing, supplementary or routine immunization 


coverage, and population dynamics) indicate a high risk for 
continuing virus transmission. In 2002, Pakistan conducted 
four rounds of NIDs and four rounds of SNIDs in close 
coordination with Afghanistan, which conducted five rounds 
of NIDs and three rounds of SNIDs. During 2003, planned 
SIAs include four rounds of NIDs (in April, May, September, 
and October) and three rounds of SNIDs (in March, July 
and December) in Afghanistan and four rounds of NIDs (in 
March, April, September, and October) and four rounds of 
SNIDs (in January, June, July, and December) in Pakistan. In 
both countries, SIA quality is monitored by independent 
groups; university teachers and students (in Afghanistan) and 
private survey companies and university teams (in Pakistan) 
monitor SIA quality while rounds are being carried out and 
conduct immediate post-SIA coverage assessments. 

lo provide additional information about vaccination cov 
erage, national polio eradication programs analyze the OP\ 
vaccination status (routine and supplemental) of children with 
nonpolio acute flaccid paralysis (AFP) reported through the 
AFP surveillance system. During 2000-2002, the proportion 
of nonpolio AFP patients aged <24 months who received 


) 


3 OPV doses decreased from 72% to 18% in Afghanistan 


and from 46% to 28% in Pakistan. 


Surveillance for AFP 


The quality of AFP surveillance is evaluated by two key 
indicators established by the World Health Organization 
(WHO): sensitivity of reporting (target: nonpolio AFP rat 
of >1 case per 100,000 children aged <15 years) and com 
pleteness of stool specimen collection (target: two adequate 
stool specimens® from >80% of all persons with AFP). In 2002 
in Afghanistan, the national nonpolio AFP rate was 3.3, and 
the adequate stool specimen collection rate was 81%; during 
January—May 2003, the nonpolio AFP rate increased to 3.8, 
and the adequate stool specimen collection rate increased to 
85% (Table). In 2002, in Pakistan, the national nonpolio AFP 
rate was 2.8, reported nonpolio AFP rates in all provinces 


were >2.0, and adequate stool specimens were collected from 





87% of persons with AFP; during January—May 2003, the 
nonpolio AFP rate increased to 3.0, and the adequate stool 
specimen collection rate increased to 89% ( Table). 
Nar de mass camp p ? ort period (days to } 

r of OPV are ac d ld ill d I 

dl ) ination h ( ol .) KS | \ 1 

( : to NIDs b Seas a 

nd adeqi hipped iborat targe SO 
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The WHO-accredited regional reference laboratory at the 
National Institutes of Health (NIH) in Islamabad, Pakistan, 


performs virologic testing of stool specimens from both 
Afghanistan and Pakistan, including primary virus isolation 


and intratypic differentiation (ITD). Che nonpolio enterovi 


rus (NPEV) isolation rate among stool samples (target: > 10% 
isolation rate) is a combined indicator of the quality of speci 


men (ransport 1.¢€ maintenance of specimens al the appro 


priate temperature from time of collection until delivery to 
the laboratory) and sensitivity of laboratory processing. In 


2002, NPEV isolation rates for Afghanistan and Pakistan were 


1 } 1] ( rr ‘ 
1) and 19 respectively 


during January—May 2003, rates 


vere 1/7 l 12 respectively lable 


‘ 


. Laboratory efficiency 
is measured by the proportion of persons with AFP for whom 
Tr 
rus isolation results are available within 28 days of receipt of 


specimens (target: 5U 


of persons with AFP). In 2002, the 
NIH laboratory reported final results for primary virus isola 
tion within 28 days for 99% of specimens received from both 
\fghanistan and Pakistan. During January—May 2003, the pro 
portion of specimen culture results that were reported within 
28 days was » from Afghanistan and 94% from Pakistan 
lable). During 2002-2003, for persons in whom poliovirus 
was isolated, the average interval between the onset of paraly 


sis and the communication of final ITD results was 4—5 weeks. 


incidence of Polio 


During 2001-2002, the number of polio cases in Pakistan 
that were confirmed virologically decreased from 119 (reported 


trom 39 | 29! of 135 districts) to 90 reported from 34 125% 


were WP\ 
P1), and 23 (26%) were WPV type 3 (P3 
January—May 2003, a total of 39 cases were 1 


In 2002, of 90 cases reported, 67 (74° 


During 


sorted from 20 


(15%) districts, compared with 24 cases reported from 16 
(12%) districts during the same period in 2002 (Figure). In 
2001, of the 90 cases reported, 64 (71%) occurred in chil- 
dren aged <24 months; during January—May 2003, of the 39 
cases reported, 22 (56%) occurred in this age group. In 2002 
transmission in Pakistan occurred primarily in northern Sindh, 
the Peshawar area, the southern part of Northwest Frontiet 
Province (NWFP), and southwestern Punjab; several areas con 
sidered previously to be virus reservoirs, (e.g., Karachi and 


Hyderabad in Sindh, the Quetta area in Balochistan, and the 


FIGURE. Confirmed cases of poliomyelitis, by date — 
Afghanistan and Pakistan, January 2002—May 2003* 





Afghanistan 


Pakistan 











* As of June 24, 2003 


TABLE. Number of confirmed wild poliovirus (WPV) cases and key surveillance indicators, by year — Afghanistan and Pakistan, 
January 2002—May 2003* 





No. Serotype distribution 
confirmed of WPV isolates 


WPV cases Type 1 Type 2 





Country Type 3 


% stool 
specimens with % results 
nonpolio reported 
enterovirus within 
isolated** 28 days 


% persons 
with AFF with 
adequate 
specimens! 


Nonpolio 
AFP rate§ 





Afghanistan 
2002 
2003 
Pakistan 
2002 
2003 


3.3 81 . 99 
3.8 ge 7 77 





* As of June 24, 2003 
Acute flaccic 


« Per 100,000 children aged <1! 


) AFP per 100,000); rate for 2003 is annualized 
s of 


Two stool specimens 
° ¢ 


collected »f paralysis onset, and adequately shipped to the laboratory (target: >80 
ymmbined indicator scimen transport and sensitivity of laboratory processing (target: >10°% isolation rate) 
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Bannu and Lakki Marwat districts in NWFP) reported few ot 
no cases. In 2003, cases continued to be concentrated in two 
transmission zones (northern Sindh and northern NWFP) that 
were active in 2002, with some transmission in southwestern 
Punjab. 

In 2002 in Afghanistan, 10 cases (five P1 and five P3) were 
reported from seven of 32 provinces, compared with 11 cases 
from six provinces in 2001. In May 2003, one case of P3 was 
reported from Nangarhar province; the most recent case 
reported previously was in December 2002 in the Southern 
Region; as of June 24, no other cases had been reported. 
Nangarhar province borders Pakistan, and genetic sequenc- 
ing results indicate that this virus is related to those circulat 
ing across the border in NWFP. Sequencing results from the 
cases in Afghanistan in 2002 suggest that the only remaining 
endemic poliovirus reservoir in 2002 was in the southwestern 
part of the country, west of Kandahar. In 2003, no wild 
polioviruses had been isolated from this area as of June 24. 

Genetic sequencing data from WPYVs isolated from the 
Afghanistan/Pakistan epidemiologic block indicate that 
biodiversity continues to decrease. During 2000-2001, the 
number of virus lineage clusters for P1 decreased from 10 to 
six, and the number of clusters for P3 decreased from six to 
three. In 2002, five clusters (four P1 and one P3) accounted 
for 90% of confirmed cases from both countries 
Reported by: National Institutes of Health; Country Office of the World 
Pakistan. Ministry of Public Health; Country Office of the World Health 
Cd) ization l A1ite d Nations ( hi ldre sis ku nd, ; avu 


“4 


Regiona Office for the Eastern Vediterranean 


{fehanistan 
Wo ld Hea ty 
Oreanization, Cairo Egypt l Jept of Vaccines and Biologicals, World 
Health Organization, Geneva, Switzerland. Div of Viral and Rickettsia 
Div, National Immunization Program Div of Nutrition and Physica 

wiry National Center for Chronic Disease Prevention and Health 
romotion, CD¢ 
Editorial Note: Progress toward interrupting WPV transmis 
sion has continued in both Afghanistan and Pakistan despite 
armed conflict and ongoing political instability. Important 
achievements for 2002 include a reduction in the number of 
WPV cases, further restriction of poliovirus circulation to 
well-defined zones of transmission, and decreased genetic 
diversity of isolated wild polioviruses. In addition, both coun 
tries obtained support from the Global Alliance for Vaccines 
and Immunization to strengthen their routine vaccination pro 
grams. 

Despite the progress made, critical challenges to achieving 
eradication remain in both countries, and overcoming sut 
veillance quality gaps is of critical importance. Although 


Afghanistan began sentinel surveillance in 1997, systematic 


active surveillance at major health facilities was initiated only 
recently. In Pakistan, genetic data for 2002-2003 indicate that 
surveillance might have missed ongoing transmission for pro 
longed periods in some areas, including northern NWFP and 
southern Punjab. In both countries, analysis of OPV status 
among nonpolio AFP patients indicates that vaccination teams 
24 months 


missed a substantial number of children aged 


during recent campaigns. Although Afghanistan has returned 


program quality to levels achieved before armed conflict 


began in late 2001, increasing security problems within the 
country, particularly in the south and southeast, have limited 
access to critical areas during SIAs and might have compro 
mised the quality of AFP surveillance. 

For the polio eradication activities in the remaining trans 
mission zones to be improved, close collaboration between 
the national governments and their partners* and between 
the Afghanistan and Pakistan programs are critical. A com 
prehensive communication and advocacy strategy is needed 
to help motivate and engage district governments and com 
munities, reach persons at high risk during SIAs, and 
strengthen vaccination teams. For surveillance quality to be 
improved further and maintained, AFP surveillance perfor 
mance indicators should be monitored continuously, particu 
larly to detect inadequate performance at the subnational level. 

Chrough the efforts of thousands of health-care workers and 
volunteers, Afghanistan and Pakistan have made progress 
toward interrupting WPV transmission. Polio teams in both 
countries, with government support and commitment, have 
implemented high-quality strategies. For polio to be eradi 
cated, maintaining this commitment and improving the quality 
of activities in the remaining transmission zones should be a 
priority of the national and local governments and their part 
ners. 
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West Nile Virus Activity — 
United States, July 17-23, 2003 


This report summarizes West Nile virus (WNV) surveil 
lance data reported to CDC through ArboNET as of 8 a.m., 
Mountain Daylight Time, July 23, 2003 

During the reporting week of July 17-23, six human cases 
of WNV infection were reported from five states (lowa, Min 
nesota, Ohio, South Dakota, and Texas). During the same 
period WNV infections were reported in 309 dead corvids 
crows and related species), 69 other dead birds, 12 horses, 
ind 144 mosquito pools 

During 2003, a total of 11 human cases of WNYV infection 

been reported from Texas (n = five), Alabama (n = one), 
lowa (n = one), Minnesota (n = one), Ohio (n = one), South 
Carolina (n one), and South Dakota (n one (Figure). 


Among these cases ven (64 occurred among men; the 


median age was /U years (range +2—80 vears), and the dates 
of illness onset ranged from May 29 to July 13. In addition, 
551 dead corvids and 150 other dead birds with WNV infec 
tion were reported from 34 states; 55 WNYV infections in horses 
have been reported trom 16 states Alabama, Arkansas, Colo 
rado, Georgia, Kansas, Kentucky, Minnesota, Missouri, 
Nebraska, New Mexico, North Carolina, North Dakota, Okla 
homa, lexas, Wisconsin, and Wyoming), and one WN\ 
infection was reported in a dog (South Dakota). During 2003 


WNV seroconversions have been reported in 56 sentinel 


chicken flocks from Florida, lowa, and North Carolina. South 


Dakota reported three seropositive sentinel horses; 327 WNV- 
positive mosquito pools have been reported from 15 states 


(Colorado, Georgia, Illinois, Indiana, Kansas, Maryland, 


Massachusetts, Michigan, Mississippi, Nebraska, New Jersey, 


South Dakota, Texas, Virginia, and Wisconsin). 

Additional information about WNV activity is available 
from CDC at hetp://www.cdc.gov/ncidod/dvbid/westnile 
index.htm and http://www.cindi.usgs.gov/hazard/event 


west_nile/west_ nile. html. 


FIGURE. Areas reporting West Nile virus (WNV) activity — 
United States, 2003* 














“As of 8 a.m., Mountain Daylight Time, July 23, 2003 
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FIGURE I. Selected notifiable disease reports, United States, comparison of provisional 4-week totals July 19, 2003, with historical 


data 
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TABLE |. Summary of provisional cases of selected notifiable diseases, United States, cumulative, week ending July 19, 2003 (29th Week)* 





Anthrax 
Botulism 
foodborne 
infant 
other (wound & t fied) 
Brucellosis 
Chancroid 
Cholera 
Cyclosporiasis' 
Diphtheria 
Ehrlichiosis 
human granulocytic (HGE) 
human monocytic (HME) 
other and unspecified 
Encephalitis/Meningitis 
California serogroup viral 
eastern equine 
Powassan 
St. Louis 
western equine 


Cum. 
2003 


Cum. 
2002 











Hansen disease (leprosy) 
Hantavirus pulmonary syndrome 


HIV infection 
total 


pediatric 
Measles 
Mumps 
Plague 
Poliomyelitis, paralytic 
Psittacosis 

Q fever 
Rabies 
Rubella 
Rubella, congenital 


numan 


Tetanus 

Toxic-shock syndrome 
Trichinosis 

Tularemia 

Yellow fever 





Streptococcal toxic-shock syndrome 


Hemolytic uremic syndrome, postdiarrheal 


Cum. 








2003 


2/ 








No reported cases 


* Incidence data for reporting years 2002 and 2003 are provisional and cumulative (year-to-date) 


Not notifiable in all states 


Updated monthly from reports to the Division of HIV/AIDS Prevention 


«~ (NCHSTP). Last update May 25, 2003 


Surveillance and Epidemiology, National Center for HIV, STD 


Of 31 cases reported, 29 were indigenous and two were imported from another country 
** Of 19 cases reported, 10 were indigenous and nine were imported from another country 


and TB Preventior 
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TABLE Il. Provisional cases of selected notifiable diseases, United States, weeks ending July 19, 2003, and July 20, 2002 
Encephalitis/Meningitis 





(29th Week)* 
Cryptosporidiosis West Nile 


Chiamydia' Coccidiodomycosis 


AIDS 





Cum. Cum. Cum. Cum. 
2003 2002 





Cum Cum 
2003 2002 2003 








2002 2003 2002 2003 2002 





Cum | Cum. Cum. Cum. 








Reporting area 
447.675 805 2.405 1,044 1,188 


t 





Northern Mariar 


D. and TB Preventior 


ease: pertu Streptococcus pneumoniae (invas 


tem (NEDSS 


ay 


e) 
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TABLE Ii. (Continued) Provisional cases of selected notifiable di 


(29th Week): 


seases, United States, weeks ending July 19, 2003, and July 20, 2002 





Reporting area 


Escherichia coli, Enterohemorrhagic (EHEC) 





0157:H7 


Shiga toxin positive, 
serogroup non-0157 


Shiga toxin positive, 
not serogrouped 


Giardiasis 


Gonorrhea 








Cum. 
2003 


Cum. 
2002 





Cum. Cum. 
2003 2002 





Cum. Cum. 
2003 2002 





Cum. Cum. 


2003 2002 





Cum. 


2003 


Cum. 





UNITED STATES 
NEW ENGLAND 
Maine 


N.H 


/t 


MID. ATLANTIC 
Upstate N.Y 
N.Y. City 


CENTRAL 


Dak 
S. Dak 
Nebr 
Kan 


S. ATLANTIC 


CENTRAI 


PACIFIC 
Wast 


Orea 
cy 


083 4611 
549 


69 
77 


+ G OO 
*On 
os. 


5 2 @ « 


2002 





Not notifiable 
" Incidence data f 


r rer 








690 MMWR July 25, 2003 





TABLE Il. (Continued) Provisional cases of selected notifiable diseases, United States, weeks ending July 19, 2003, and July 20, 2002 
(29th Week)* 





Haemophilus influenzae, invasive' Hepatitis 





All ages 


Age <5 years 
All serotypes Serotype b Non-serotype b 


(viral, acute), by type 
Unknown serotype A 
Cum Cum Cum Cum Cum Cum. Cum. Cum. Cum. Cum 
Reporting area 2003 2002 2003 2002 2003 2002 2003 2002 2003 


R rot | 























f A 





)€ 39 3.07 


4 














Vol. 52 / No. 29 


MMWR 





TABLE Il. (Continued) Provisional cases of selected notifiable diseases, United States, weeks ending July 19, 2003 


(29th Week)* 


, and July 20, 2002 





Hepatitis (viral, acute), by type 





B Cc 


Legionellosis 


Listeriosis 


Lyme disease 








Reporting area 


Cum. Cum. 
2002 2003 





Cum. 
2002 





Cum. Cum. 
2003 2002 





Cum. Cum 


Cum Cum 








UNITED STATES 


NEW ENGLAND 
Maine 


MID. ATLANTIC 
Upstate N.Y 


NY Ci 
u_Y 


Pa 


N. CENTRAL 


i¢ 

E 
Ot 
, 

, 

~ 


1 


ATLANTIC 


4.00€ 749 

149 
4 
4 


1 


Qc 


) 


51° 


2003 2002 


f 


2003 2002 
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TABLE Il. (Continued) Provisional cases of selected notifiable diseases, United States, weeks ending July 19, 2003, and July 20, 2002 


(29th Week)* 





Malaria 


Meningococcal 
disease 


Pertussis 


Rabies, animal 


Rocky Mountain 
spotted fever 





Cum 





Cum. 





Cum. Cum. 





Cum. Cum. 





Cum. Cum. 





Cum. | Cum 





Reporting area 


cl 


| 2003 


2002 


2003 2002 


68 


2003 2002 


198 


2003 2002 


5 


2003 2002 


24€ 7 
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TABLE Ii. (Continued) Provisional cases of selected notifiable diseases, United States, weeks ending July 19, 2003, and July 20, 2002 
(29th Week)* 





Streptococcus pneumoniae, invasive 
Streptococcal disease, Drug resistant, 

invasive, group A all ages Age <5 years 
Cum. Cum. Cum. Cum. Cum. Cum. Cum. Cum. Cum. Cum 
Reporting area 2003 2002 2003 2002 2003 2002 2003 2002 2003 2002 
UNITED STATES 16,521 19.074 0,36 852 3,421 3,041 408 1 


NEW ENGLAND 36 1048 ; 2 





Salmonellosis Shigellosis 


























t . . 255 235 
Maine 52 
N.H 


4 
| 
~ c 19 
\/e . 


9 


C 
424 
31 
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TABLE Il. (Continued) Provisional cases of selected notifiable diseases, United States, weeks ending July 19, 2003, and July 20, 2002 
(29th Week)* 





Syphilis Varicella 
Primary & secondary Congenital Tuberculosis Typhoid fever (Chickenpox) 


Cum. Cum. Cum. Cum. Cum. Cum. Cum. Cum. Cum. 
Reporting area 2003 2002 2003 2002 2003 2002 2003 2002 2003 


NITED ST 19 22¢ 5,582 5,859 133 173 7,870 


A 
l A 





























rt 
vi : 


NEW ENGLAND 5€ 223 1 8 229 


Maine 4 1 1 § { 630 


489 


CENTRAL 


MOUNTAIN 


Nev 


PACIFIC 
Wast 
Orea 
Calif 
Alaska 
Mawaii 
Guar 
PR 

v1 
Amer. Samoa 
C.N.M.1 





N: Not notifiable U: Unavailable No reported cases 
* Incidence data for reporting years 2002 and 2003 are provisional and cumulative (year-to-date) 
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TABLE Ill. Deaths in 122 U.S. cities,“ week ending July 19, 2003 (29th Week) 








All causes, by age (years) 





All causes, by age (years) 



























All P&l 
Ages >65 








Reporting Area 

















45-64 | 25-44) 1-24 <1 | Total Reporting Area Ages >65 45-64 | 25-44 | 1-24 <1 | Total 
NEW ENGLAND 5€ 40% 7 36 14 1 4¢ ATLANTIC 1.309 7 1¢ 124 f 
Boston, Mass 144 g9 33 11 4 ) Atlanta. Ga 159 7¢ 44 
Bridgeport, Conn 4 1 Baltimore. Md 124 2 ) 12 ae 
Cambridge, Mass 22 17 4 1 1 harlotte. N.C 121 34 ) : 4 1 
Fall River, Mass 33 7 3 1 ack e, F 16 5 41 14 € 4 8 
Hartford, Conn 31 24 ¢ ¢ 1 ¢ Mian 13% > 2 > 4 ) 
Lowell, Mass 17 13 3 1 Norfolk. Va 40 23 
Lynn, Mass 3 } 1 1 Richmond. Va 64 44 15 4 4 
New Bedford, Mass 30 24 4 1 1 1 Savannah, Ga 66 43 11 4 ¢ 
New Haven, Conn 36 28 4 St. Petersburg, Fla 73 45 14 1 f 4 
Providence, R.| 66 44 17 Tampa, Fla 189 137 2 1¢ 4 } 
Somerville, Mass P . 1 Washington, D.C 100 59 19 9 ) 4 
Springfield, Mass 3 y 1 Wilmington, De 4 20 1 
Runorury, Conn - : = E.S. CENTRAL 907 6( 4 4 14 ¢ 
Worcester, Mass 57 45 8 3 1 11 . 


MID. ATLANTIC 











bany, N.Y 4 35 } 
Allentown, Pa 19 1 
Buffalo, N.Y 105 1 ; , 
Camden. N.J 32 oy F 
Elizabeth, N.J 14 11 
Erie, Pa 52 40 
Jersey City, N.J » 1 ) 
New York City, N.Y 1,4 174 34( 4 
Newark, N.J ‘ 1€ ) y ( 
Paterson, N.J 1€ 11 3 1 1 
Philadelphia, Pa ) 23 8 f 1 
Pittsburgh, Pa 38 26 ~ 4 
Reading, Pa 19 14 4 
Rochester, N.Y 135 10< 





> oF enectady N Y < > 1¢€ t 
Scranton, Pa 31 24 

Syracuse, N.Y 84 ” 8 4 
Trentor N j 21 4c P 

Utica, N.Y 17 1 


Yonkers. N.Y 4 


E.N. CENTRAL 1,867 1,213 39 151 f 
Akron, Ohic 60 39 14 , 4 1 





nnati, Ohio 81 6 13 f 4 





Cleveland, Ohio 138 8§ 34 13 

Columbus, Ohio 183 117 39 1¢ ’ 4 
Dayton, Ohi 135 101 22 3 12 
Detroit, Mict 186 ¢ 61 1 9 





Milwaukee, Wis } 69 1€ 

Peoria, Ill 98 4; 11 

Rockford, lil 53 45 

South Bend, Ind 43 29 ‘ 4 1 
Toledo, Ohio 81 62 1 4 

Youngstown, Ohio 48 34 1 


W.N. CENTRAL 554 36€ 11¢ 36 4 





Des Moines, lowa 92 6 18 : 3 1 

Minn 33 26 4 3 

s City, Kans 33 21 8 

City, Mo 63 38 1¢ 1 
Lincoln, Nebr 29 8 8 1 
Minneapolis, Minn 49 13 1 ? 
Omaha, Nebr 7( 44 14 ; 
St. Louis, Mo U U U 
St. Paul, Minn 19 -) 4 





Wichita 





Kans 





>] ky 
Memphis. Ter 164 
Mobile. Ala 87 
Montgomery, Ala 4 
Nashville, Tenn 151 
W.S. CENTRAI 1,324 
Austin, Tex 83 
Baton Rouge, La 


Corpus Christi, Tex 
r , 





Jaiia 1ex 2 

E| Paso. Tex i 
Ft. Worth, Tex 13 
hmoust x 4 
Little Rock, Ark 7 
New Orleans, La U 
San Antor Tex 268 
St ever rt 1 or 
Tulsa, Okla U 


Albuquerque, N.M 183 
Boise. Idat 148 


Las Vegas, Ne 

Ogden, Utat 29 
Phoenix, Ariz U 
Puet C 4 





H mn 1 ¢ 
Long Beact alif 
Los Angeles, Calif 288 
Pasadena, Calif U 
Portland, Oreg 162 
Sacramento, Calif U 
San Dieg Calif 198 
San Francis« Caiif U 
Jose f 18 
ita Cruz alif U 
sattle, Wash 148 
Spokane, Wast 48 
Tacoma, Wash 10€ 
TOTAL 11,410 











7 24 °) 
Av ( 4 4 
4 0 
4104 39 10 4 
le] < C 
28 10 é 1 
102 38 
82 34 114 49 
13 7 1 
10 3 
19 7 , 
145 43 28 13 
0 5 t 1 
y 34 1 1 


39 4 4 3 

U U U U 
180 4 1 € 
45 8 ? 








48 18 4 3 
214 5 16 3 
U U U U 
10 36 12 6 
U U U U 
13 4C 10 8 
U U L U 
135 32 1¢ 4 
U U U 
1 15 4 
34 6 + 3 
74 24 9 4 
518 2,466 835 303 




























U: Unavailable No reported cases 


* Mortality data in this table are voluntarily reported from 122 cities in the United States, most of which have populations 


occurrence and by the week that the death certificate was filed. Fetal deaths ar 
Pneumonia and influenza 


Because of changes in reporting methods in this Pennsylvania city, these numbers are partial counts for the current 


* Total includes unknown ages 


e 


t included 


week 


of >100,000. A death is reported by the place of its 


Complete counts will be available in 4 to 6 weeks 
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